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19) Supplemental Payments for Private Hospitals

Private hospitals (non-government owned or operated) qualify to receive supplemental
payments from a pool in an amount to be determined annually by the Department. The
Department will establish a pool in an amount equal to (a) one-half of the payments
made to participating facilities under (18) of Attachment 4.19-A, page 14, and section F
of Attachment 4.19-B, page 20.12(qg) after (b) deducting the non-federal share of the
payments, less the funds necessary to reimburse the participating facilities’ Medicaid
“shortfall *, [defined as the difference between their aggregate payments for all inpatient
hospital services (exclusive of disproportionate share payments) and their aggregate
allowable costs of providing inpatient hospital services]. This amount shall be matched
with federal financial participation to establish the total fund.

The supplemental payments shall be made quarterly and distributed proportionately
among qualifying hospitals to the extent of their Medicaid costs as compared to the total
Medicaid costs of all qualifying hospitals, not to exceed its “shortfall”. The pool will be
distributed pro rata, so that each qualifying hospital will receive a percentage of the pool
equal to its pro rata share of the aggregate Medicaid costs of all qualifying hospitals.

The “shortfall” will be calculated on a per diem or per discharge basis, using the most
recent cost reports used to establish hospital rates, and applied to claims data from the
MMIS for the most recently completed fiscal year. Revenues or costs associated with

days of care provided under managed care arrangements shall not be considered in
determining the shorifall.
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